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Summary
Objective: To cross-culturally adapt and validate Singapore English and Chinese versions of the Lequesne Algofunctional Index of knee in
patients with knee osteoarthritis (OA) in Singapore.
Methods: Singapore English and Chinese versions were cross-culturally adapted from the source English version following standard guideline
(including cognitive debrieﬁng). Patients were asked to complete an identical, pretested questionnaire containing the Lequesne index, Short
Form 36 Health Survey (SF-36), and EQ-5D twice within 6 days. Reliability was assessed using Cronbach’s alpha and intraclass correlation
coefﬁcients (ICC). Dimensionality was assessed by principal component factor analysis. Construct validity was tested by item-to-scale corre-
lations and 12 and six a priori hypotheses for convergent and divergent construct validities, respectively.
Results: Singapore English and Chinese Lequesne indices were well accepted by patients in pilot testing and were therefore administered to
a consecutive sample of 127 English- and 131 Chinese-speaking Singaporeans with knee OA. Acceptable internal consistency was observed
for activities of daily living and the global index (a¼ 0.72e0.82), and the good testeretest reliability for all scales in both versions
(ICC¼ 0.66e0.94). Expected item-to-scale correlations were presented only in activities of daily living in both versions. Factor analysis yielded
two factors for both versions. Convergent and divergent construct validities were supported by the presence of hypothesized correlations
between the Lequesne index and SF-36 and EQ-5D scales.
Conclusion: Both versions of the Lequesne index demonstrated acceptable reliability and validity among multiethnic Asian patients with knee
OA, which suggests that it could be used as a global index in the health-related quality of life (HRQoL) measurements in Singapore and
possibly other Asian countries.
ª 2006 Osteoarthritis Research Society International. Published by Elsevier Ltd. All rights reserved.
Key words: Osteoarthritis, Lequesne knee index, Health-related quality of life, Validation, Asia.Introduction
Knee osteoarthritis (OA) is one of the commonest forms of
OA in the world. Pain and physical disability, the two main
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health-related quality of life (HRQoL) of the patients1. The
Lequesne Algofunctional Index of knee, a disease and
joint-speciﬁc HRQoL instrument for knee OA, was devel-
oped in France in the 1970s2. The Lequesne index is widely
used in HRQoL assessment in OA clinical trials and recom-
mended by various groups and authorities including OMER-
ACT3, OARSI4, and the US Food and Drug Administration5.
For a HRQoL instrument to be useful in patients with
a given illness, this instrument should measure domains
and items of health which are important to patients with
this illness. These domains and items of importance may
differ in various socio-cultural contexts. It has recently
been shown that all items in the Lequesne index are of im-
portance for patients with OA in several socio-cultural
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Malays, and Indians) with OA in Singapore7. Thus we
aimed to cross-culturally adapt and validate Singapore En-
glish and Chinese versions of the Lequesne index in a mul-
tiethnic sample of patients with knee OA in Singapore. The
validation of these two versions of the index would also pro-
vide a necessary foundation for their use among Chinese,
Malay, and Indian subjects with OA in Singapore, and
would support the need for further studies to prove its utility
in other Asian socio-cultural contexts and languages.
Methods
CROSS-CULTURAL ADAPTATION
The source version of the Lequesne index we used in this
study was the interview format English version instead of
French version. Singapore English and Chinese versions
of the Lequesne index were cross-culturally adapted from
the source English version following standard guideline rec-
ommended by Guillemin et al.8 and with input from the de-
veloper. Brieﬂy, two bilingual translators proﬁcient both in
English and Chinese independently translated the source
English version into Chinese and then developed a recon-
ciled version, which was back translated into English by an-
other two independent bilingual translators, with further
reﬁnements based on the feedback from back translation
resulting in the consensus to the Singapore Chinese ver-
sion. Both versions were used in cognitive debrieﬁng inter-
view with ﬁve Chinese- and ﬁve English-speaking subjects
with knee OA, respectively. Both versions were ﬁnalized
after taking into account the suggestions from subjects
and the original developer and were pilot-tested among
10 English- and Chinese-speaking subjects, respectively.
VALIDATION STUDY
Data collection
In this Institutional Review Board (IRB) approved study,
a consecutive sample of subjects with knee OA scheduled
for total knee replacement surgery was recruited from the
Department of Orthopaedic Surgery at the Singapore
General Hospital, a tertiary referral hospital in Singapore,
from August to December 2005. The subjects were eligible
if theywere diagnosedwith kneeOAby their attendingOrtho-
paedic surgeon, based on clinical and radiographic features
and agreed to participate in this study. Each subject was
interviewed by a trained interviewer in either English or Chi-
nese using an identical, pretested questionnaire containing
the Lequesne index, Short Form 36 Health Survey (SF-36),
and EQ-5D and assessing socio-demographic data and
chronic medical conditions. To assess testeretest reliability,
the Lequesne index was administered a second time through
a telephone interview after an interval of 6 days.
Instruments
The Lequesne Algofunctional Index of knee, an interview
format OA-speciﬁc HRQoL instrument, consists of three
scales with a total of 10 items2,9. The ﬁrst scale asks about
pain or discomfort (ﬁve items), the second maximum dis-
tance walked (one item), and the third activities of daily liv-
ing (four items). The score for each scale ranges from 0 (no
pain or functional limitation) to 8 (extreme pain and func-
tional limitation). This index directly aggregates symptoms
and function, which results in a single global index scoreas the sum of three scales with the range from 0 to 24.
For the purpose of the present study, we assessed reliabil-
ity and validity for the global index as well as the three
scales separately.
The SF-36 is one of the most widely used generic HRQoL
instruments. The SF-36 contains 36 items which measure
perceived health in eight scales, namely, physical function-
ing (PF), role-physical (RP), bodily pain (BP), general health
(GH), vitality (VT), social functioning (SF), role-emotional
(RE), and mental health (MH), with higher scores (range,
0e100) reﬂecting better perceived health10. Both the En-
glish and the Chinese versions of the SF-36 have been val-
idated for use in Singapore11.
The EQ-5D self-report questionnaire (EQ-5D) measures
HRQoL on the day of administration using a self-classiﬁer
and a visual analogue scale (EQ-VAS). The self-classiﬁer
consists of a 5-item descriptive system and assesses health
status in the scales of mobility, self-care, usual activities,
pain/discomfort, and anxiety/depression, which produces
a utility index based on responses to the classiﬁer12. The
EQ-VAS is a vertical, graduated (0e100 points) 20 cm
‘‘thermometer’’ with 100 representing ‘‘best imaginable
health state’’ and 0 representing ‘‘worst imaginable health
state’’. Again, both the English and the Chinese versions
of EQ-5D have been validated for use in Singapore13,14.
Assessment of psychometric properties
Data were entered into Microsoft Excel Spreadsheet
(Microsoft Corporation, Redmond, WA) and analyzed using
SPSS 13.0 (SPSS Inc., Chicago, IL). All statistical tests
were two-tailed and conducted at a 5% level of signiﬁcance.
Internal consistency was assessed using Cronbach’s alpha,
testeretest reliability using intraclass correlation coefﬁcient
(ICC) (one-way random effects model)15. Cronbach’s alpha
0.7 is generally regarded as acceptable for group compar-
isons, and 0.9 for individual comparisons, while an ICC
0.7 is also considered as acceptable16. Dimensionality
was assessed by performing principal component factor
analysis with varimax rotation. An eigenvalue criterion of
1.0 was used and the percentage of variances explained
by the principal factor was given17. Item-to-scale correlation
(corrected for overlap) was assessed using Spearman’s
rank correlations (r) between scale scores and their constit-
uent items with r 0.4 considered acceptable17. Construct
validity was assessed separately for each language version
using Spearman’s rank correlation to determine the associ-
ation of the Lequesne index with the SF-36 and the EQ-5D.
As recommended in the literature, correlation coefﬁcients of
>0.50, 0.35e0.50, and <0.35 were considered strong,
moderate, and weak, respectively18. Thus, 12 a priori hy-
potheses were generated for convergent construct validity
where moderate to strong correlations (i.e., correlation coef-
ﬁcient 0.35) were expected between scales measuring
similar constructs, namely, (1) the Lequesne index pain or
discomfort scale with SF-36 bodily pain and EQ-5D pain/
discomfort; (2) the Lequesne index maximum distance
walked scale with SF-36 physical function and EQ-5D mo-
bility; (3) the Lequesne index activities of daily living scale
with SF-36 physical function and EQ-5D mobility and usual
activities; and (4) the Lequesne global index with SF-36
physical function, bodily pain, and EQ-5D mobility, usual ac-
tivities, and pain/discomfort. Another six a priori hypotheses
were generated for divergent construct validity where weak
correlations (i.e., correlation coefﬁcient <0.35) were ex-
pected between scales measuring dissimilar constructs,
namely, the Lequesne index maximum distance walked,
21Osteoarthritis and Cartilage Vol. 15, No. 1activities of daily living, and the global index with SF-36
mental health and EQ-5D anxiety/depression.
Results
CROSS-CULTURAL ADAPTATION
The Singapore English and Chinese versions of the Le-
quesne index were well accepted in cognitive debrieﬁng
and pilot testing. Subjects understood the Lequesne index,
and opined that all items were relevant and that no impor-
tant areas had been omitted by this instrument. Thus both
versions were used in subsequent validation study without
any further revisions.
VALIDATION STUDY
Subject characteristics and the Lequesne
index scores
Subjects included 127 English-speaking and 131 Chinese-
speaking subjects with knee OA, of whom 47 English-speak-
ing and 55 Chinese-speaking subjects completed retest
interviews after a median of 6 days. A total of 21 subjects
(10 English-speaking and 11 Chinese-speaking) gave the
wrong telephone numbers and cannot be contacted, while
135 subjects (70 English-speaking and 65 Chinese-speak-
ing) refused to complete the retest interview for the reason
that they have answered all questions only a few days
ago. There are no statistically signiﬁcant differences in demo-
graphic characteristics between the subjects who completed
retest interview and those who did not (data not shown).
Characteristics of the 258 subjects are shown in Table I.
The mean age of the subjects was 66 years with the majority
of being female (83%), ethnic Chinese (89%), and with
a mean duration of OA of approximately 6 years.
There were no missing data for any item of the Lequesne
index. The global index score exceeded 14 in both versions,
indicating the extreme severe handicap9. No ﬂoor or ceiling
effect was observed for the global index compared with the
ﬂoor effect of 7.09% and 4.58% for maximum distance
walked scale, 3.94% and 4.58% for activities of daily living
scale in the English and the Chinese versions, respectively.
Assessment of psychometric properties
Internal consistency was acceptable with Cronbach’s al-
pha exceeding the cutoff value of 0.70 recommended for
group comparisons for activities of daily living scale and
the global index in both versions (Table II). However, the in-
ternal consistency was weak for pain or discomfort scale in
both versions. The testeretest reliability was acceptable
with the ICC exceeding the cutoff value of 0.70 for all scales
as well as the global index with the exception of activities of
daily living scale in the Chinese version (Table II).
Item-to-scale correlations are displayed in Table III for all
items with the exception of maximum distance walked
where only one item was included. Of the remaining nine
items, six in the English version and three in the Chinese
version exceeded the cutoff value of 0.40 with the range
from 0.42 to 0.80. Notably, no pain or discomfort items in
Chinese version demonstrated acceptable item-to-scale
correlations.
Dimensionality is shown in Table IV. Factor analysis
yielded two factors for both versions with eigenvalues
over 1.0. All items in maximum distance walked and activi-
ties of daily living scales loaded on to the ﬁrst factor in bothversions. For the English version, all pain or discomfort
items loaded on to the second factor with the exception of
‘‘pain or discomfort when standing for 30 minutes’’ which
loaded on to the ﬁrst factor. For the Chinese version, the
ﬁrst three items in pain or discomfort scale loaded on to
the second factor and the remaining items to the ﬁrst factor.
The two factors explained 52% and 47% of variance in the
English and the Chinese versions, respectively. The ﬁrst
factor might be clinically characterized as a dimension mea-
suring the physical function, while the second might mea-
sure the dimension of knee OA-related symptoms (i.e.,
including pain and stiffness).
Convergent construct validity was demonstrated by the
presence of expected correlations between the Lequesne
index and SF-36 and EQ-5D as shown in Table V. For
the English Lequesne index, the strong correlations were
presented for eight of 12 hypotheses (r¼ 0.52e0.76) and
the moderate correlations for other four hypotheses
(r¼ 0.36e0.48). In contrast, for the Chinese version, the
strong correlations were presented for three hypotheses
(r¼ 0.61e0.69) and the moderate correlations for six hy-
potheses (r¼ 0.36e0.48). However, the pain or discomfort
scale as well as the global index in the Chinese version cor-
related weakly with SF-36 bodily pain (r¼ 0.19 and 0.17,
respectively). Additionally, activities of daily living have
a weak correlation with EQ-5D usual activities (r¼ 0.32).
Divergent construct validity is displayed in Table V. For
the English version, all scales as well as the global index
Table I
Characteristics of subjects completing the Singapore English and
Chinese Lequesne knee index
n (%) unless stated
English
(n¼ 127)
Chinese
(n¼ 131)
Mean (SD), age (years) 65.3 (7.9) 67.8 (7.1)
Female 97 (76.4) 116 (88.5)
Ethnicity
Chinese 99 (78.0) 131 (100.0)
Malay 10 (7.9) 0 (0.0)
Indian 14 (11.0) 0 (0.0)
Others 4 (3.1) 0 (0.0)
Years of education
No formal education 34 (26.8) 73 (55.7)
1e6 44 (34.6) 41 (31.3)
7e10 33 (26.0) 13 (9.9)
>10 12 (9.4) 2 (1.6)
Married 113 (89.0) 122 (93.1)
Retirees/homemakers 103 (81.1) 119 (90.8)
Mean (SD), body mass index 28.6 (5.4) 27.8 (3.9)
Presence of chronic
medical conditions*
87 (68.5) 89 (67.9)
Mean (SD), duration of OA (years) 5.9 (5.6) 6.1 (4.7)
Knee scheduled for surgery
Right 75 (59.1) 74 (56.5)
Left 50 (39.4) 56 (42.7)
Both 2 (1.6) 1 (0.8)
SD: standard deviation; OA: osteoarthritis.
*Comorbid medical conditions included hypertension (n¼ 143),
back pain (n¼ 37), high cholesterol (n¼ 36), diabetes (n¼ 29), rheu-
matoid arthritis (n¼ 27), heart diseases (n¼ 11), lung diseases
(n¼ 5), ulcer or stomach diseases (n¼ 4), anemia (n¼ 3), depres-
sion (n¼ 3), osteoporosis (n¼ 2), cancer (n¼ 1), andasthma (n¼ 1).
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Distributions and reliability of the Lequesne knee index scores*
Scales Mean (SD) Median (interquartile range) Percent at ﬂoor/ceiling a Testeretest ICCy
Singapore English version (n¼ 127)
Pain or discomfort e e 0/0 0.58 0.70
Maximum distance walked e e 7.09/1.57 0.94
Activities of daily living e e 3.94/0 0.82 0.87
Global index 14.6 (4.2) 14.5 (11.5e17.5) 0/0 0.75 0.92
Singapore Chinese version (n¼ 131)
Pain or discomfort e e 0.78/0 0.44 0.77
Maximum distance walked e e 4.58/0.76 0.86
Activities of daily living e e 4.58/0 0.77 0.66
Global index 15.1 (3.8) 15.5 (13.0e17.5) 0/0 0.72 0.82
SD: standard deviation; a: Cronbach’s alpha; ICC: intraclass correlation coefﬁcient.
*Scores for all scales range from 0 to 100, with higher scores indicating worse HRQoL.
yForty-seven English-speaking and 55 Chinese-speaking subjects completed retest interview after a median (interquartile) of 6 (5e6) days.in the Lequesne index correlated weakly with SF-36 mental
health and EQ-5D anxiety/depression (r¼ 0.06e0.28). For
the Chinese version, weak correlations were presented for
all six hypotheses but to a lesser degree compared with
the English version (r¼ 0.10e0.28).
Discussion
In this study, the Singapore English and Chinese versions
of the Lequesne Algofunctional Index of knee demonstrated
acceptable psychometric properties in the multiethnic Asian
patients with knee OA in Singapore. These ﬁndings imply
that the Lequesne index is a reliable and valid HRQoL mea-
sure in this socio-cultural context. This is very encouraging
as the Lequesne index consists of only 10 items which are
important not only in Western6 but also in Eastern socio-
cultural contexts7. Therefore, this study provides the basis
for future HRQoL assessment using this instrument in Asian
OA patients and also allows the comparison across different
socio-cultural contexts. To the best of our knowledge, this is
one of the ﬁrst studies adapting and validating the English
and Chinese Lequesne index in Asia.
Internal consistency of the English version is comparable
to but slightly better than the Chinese version. However, the
Table III
Item-to-scale correlations: the Singapore English and Chinese
Lequesne knee index (corrected for overlap)
Scales and items English
(n¼ 127)
Chinese
(n¼ 131)
Pain or discomfort
During nocturnal bedrest 0.28 0.30
Morning stiffness or
regressive pain after rising
0.47 0.28
After standing for 30 min 0.16 0.12
While ambulating 0.42 0.23
While getting up from
sitting without the help of arms
0.39 0.25
Activities of daily living
Able to climbing up a
standard ﬂight of stairs
0.73 0.80
Able to climbing down a
standard ﬂight of stairs
0.77 0.71
Able to squat or bend on the knees 0.48 0.37
Able to walk on uneven ground 0.64 0.60
Correlation coefﬁcients exceeding 0.40 were in italics.lower Cronbach’s alpha was observed for pain or discomfort
in both versions. Similar ﬁnding had been reported by
Stucki et al.19. From the clinician’s perspective, patients
with ‘‘pain at night even without movement’’ (compared
with pain only on movement or in certain positions) might
not be more likely to experience ‘‘pain or stiffness for
more than 15 minutes after getting up in the morning’’ (com-
pared with pain or stiffness for 1e15 minutes in the morn-
ing). Additionally, dichotomous response options are
adopted by two items in this scale, while the polytomous re-
sponse options by the remaining three items in the same
scale. Therefore, the varying grading schedules adopted
for the different items within the pain or discomfort scale
might be responsible for the lack of internal consistency,
compared with the higher internal consistency in activities
of daily living scale where the grading schedule is consis-
tent across all four constituent items. Testeretest reliability
is good for all scales in both versions with the exception of
activities of daily living in the Chinese version for which the
Table IV
Principal component factor analysis of Lequesne knee index
Items English Chinese
Factor 1 Factor 2 Factor 1 Factor 2
Pain or discomfort
During nocturnal bedrest 0.05 0.67 0.41 0.51
Morning stiffness or
regressive pain after rising
0.28 0.68 0.35 0.44
After standing for 30 min 0.63 0.18 0.06 0.74
While ambulating 0.27 0.62 0.62 0.17
While getting up from sitting
without the help of arms
0.30 0.54 0.55 0.07
Maximum distance walked 0.63 0.29 0.70 0.03
Activities of daily living
Able to climbing up a
standard ﬂight of stairs
0.77 0.32 0.82 0.22
Able to climbing down
a standard ﬂight of stairs
0.72 0.41 0.81 0.24
Able to squat or bend
on the knees
0.61 0.22 0.46 0.17
Able to walk on
uneven ground
0.64 0.44 0.74 0.08
Initial eigenvalue 4.14 1.03 3.56 1.17
Variance accounted for (%) 41.44 10.30 35.60 11.73
Highest loading for each item is in italics.
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global index, the reliability of the Singapore English version
is comparable with the French version20, and better than the
German19 and Korean versions21. In contrast, the reliability
of the Chinese version is the same as German version19,
but lower than the French20 and Korean versions21.
Notably, both versions of the Lequesne index are highly
suggested to be used as a single global index rather than
three scales individually, which can be supported by the
presence of generally better psychometric properties of
the single global index. First, the internal consistency and
testeretest reliability are good for a single global index.
Second, all items in pain or discomfort scale in both ver-
sions did not correlate with its hypothetical scale in an ex-
pected manner. Instead, all of these items correlated
moderately or strongly with the single global index (data
not shown). Third, the convergent and divergent construct
validity is better for the global index than the three individual
scales in both versions.
Nonetheless, this study demonstrated that both versions
of the Lequesne index are actually not uni-dimensional
Table V
Construct validity: correlation between Singapore English and
Chinese Lequesne knee index and SF-36 and EQ-5D scores*
Pain or
discomfort
Maximum
distance
walked
Activities
of daily
living
Global
index
English Lequesne Algofunctional Index (n¼ 127)
English SF-36
Physical
functioning
0.45 L0.75 L0.64 L0.76
Role-physical 0.22 0.23 0.34 0.33
Bodily pain L0.36 0.37 0.36 L0.46
General health 0.07 0.16 0.06 0.13
Vitality 0.20 0.18 0.28 0.27
Social functioning 0.27 0.38 0.40 0.44
Role-emotional 0.07 0.02 0.01 0.02
Mental health 0.01 K0.11 K0.06 K0.09
English EQ-5D
Mobility 0.43 0.46 0.48 0.53
Self-care 0.24 0.33 0.28 0.35
Usual activities 0.46 0.42 0.54 0.56
Pain/discomfort 0.52 0.49 0.55 0.63
Anxiety/
depression
0.17 0.28 0.22 0.28
Chinese Lequesne Algofunctional Index (n¼ 131)
Chinese SF-36
Physical
functioning
0.41 L0.66 L0.61 L0.69
Role-physical 0.25 0.30 0.38 0.40
Bodily pain L0.19 0.21 0.02 0.17
General health 0.22 0.07 0.25 0.18
Vitality 0.30 0.15 0.24 0.24
Social functioning 0.31 0.39 0.19 0.38
Role-emotional 0.30 0.17 0.21 0.29
Mental health 0.33 K0.21 K0.17 K0.28
Chinese EQ-5D
Mobility 0.32 0.38 0.36 0.46
Self-care 0.29 0.29 0.17 0.32
Usual activities 0.34 0.20 0.32 0.36
Pain/discomfort 0.45 0.37 0.35 0.48
Anxiety/
depression
0.35 0.10 0.13 0.23
*A priori hypotheses are shown for convergent construct validity
(bold) and divergent construct validity (italics). Hypotheses which
are supported are underlined.HRQoL measures as it was designed to be2,9, which could
be supported by the two factors extracted in both versions
in the present study and similar ﬁnding in previous study22.
The factor loadings were similar for the majority items in
both versions with the exception of three items in pain or
discomfort scale (i.e., Item 3: ‘‘pain after standing for 30
minutes’’, Item 4: ‘‘pain while ambulating’’, and Item 5:
‘‘pain while getting up from sitting without the help of
arms’’). In the English version, Item 3 loaded highly on to
the ﬁrst factor (representing physical function), while Items
4 and 5 to the second factor (representing symptoms). In
contrast, in the Chinese version, Item 3 loaded highly on
to the second factor, while Items 4 and 5 to the ﬁrst factor.
As all the three items ask about the pain associated with
a speciﬁc function, this might be explained by the well-
known fact that pain and physical function are closely
related and equally important in OA outcome measures23,
which can also be supported by the moderate correlations
between pain or discomfort scale in both versions of the
Lequesne index with SF-36 physical function in the present
study (Table V). Some patients may answer the questions
according to pain, while others according to speciﬁc func-
tion. A further qualitative study is needed to reveal the un-
derlying factors responsible for the variation observed in
different language groups.
The construct validity is supported by the presence of ex-
pected correlations between the Lequesne index and SF-36
and EQ-5D scales measuring similar or dissimilar con-
structs. However, the pain or discomfort scale in both ver-
sions correlated lowlier than expected with SF-36 bodily
pain and EQ-5D pain/discomfort. It might be due to the
fact that not only pain but also stiffness is measured in
the Lequesne index which is some different concept from
pain. In addition, it should be noted that only lower limb
function is evaluated in the Lequesne index, compared
with both lower and upper limb function evaluated in the
SF-36 and the EQ-5D, which may also explain some lower
correlations between scales measuring similar constructs.
We recognized several limitations of this study. First, the
responsiveness of the Lequesne index could not be as-
sessed in this study, which will be addressed in the longitu-
dinal part of this project. Second, all patients in the present
study were scheduled for total knee replacement, which
may represent the more severe patient group. Therefore,
the results obtained in the present study may not be readily
applicable to the entire knee OA patient group in local set-
ting. It thus suggests that the Lequesne index should be as-
sessed among patient groups with different severity based
on clinical and laboratory evidences, especially outpatients,
in further study. Third, different ways of test and retest inter-
views (i.e., face-to-face vs telephone) adopted, the rela-
tively small number of subjects completed the retest
interview, and relatively short testeretest interval may
have a certain impact on the reliability presented in this
study, which should be explained with caution.
In conclusion, acceptable reliability and validity are dem-
onstrated among multiethnic Asian patients with knee OA
for the English and the Chinese versions of the Lequesne
index, which suggests that it could be used as a global in-
dex in the HRQoL measurements in Singapore.
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Lequesne Algofunctional Index of Knee
Please tick in boxes appropriately
Pain or discomfort
A. Do you feel any pain or discomfort with your knees
during bedrest at night?
, None or insigniﬁcant
, Yes, only on movement or in certain positions
, Yes, with no movement
B. Knee joint sometimes is painful or stiff when you get
up in the morning. Please indicate the duration after
which you will feel a lesser pain or stiffness?
, 1 minute or less
, More than 1 but less than 15 minutes
, 15 minutes or more
C. Will your pain or discomfort get worse if you remain
standing up for 30 minutes?
,Yes ,No
25Osteoarthritis and Cartilage Vol. 15, No. 1D. When you go for a long walk, do you feel any pain or
discomfort?
, None
, Yes, only after walking some distance
, Yes, early after initial walking and increasingly with
continued walking
, Yes, after initial walking, not increasingly
E. Do you feel any pain or discomfort when getting up
from sitting without using your arms?
,Yes ,No
Maximum walking distance
A. How far can you walk at the maximum without stop-
ping (may walk with pain)?
, Unlimited
, More than 1 km, but limited
, About 1 km (in about 15 minutes)
, From 500 to 900 meters (1,640e2,952 ft) (in about
8e15 minutes)
, From 300 to 500 meters (984e1,640 ft)
, From 100 to 300 meters (328e984 ft)
, Less than 100 meters (328 ft)
B. Do you have to use aids when you are walking?
, No
, Yes, with one walking stick or crutch
, Yes, with two walking sticks or crutchesActivities of daily living
A. Do you have any difﬁculty to climb up a standard ﬂight
of stairs?
,Without difﬁculty
,Small difﬁculty
,Moderate difﬁculty
,Great difﬁculty
,Unable to do
B. Do you have any difﬁculty to climb down a standard
ﬂight of stairs?
,Without difﬁculty
,Small difﬁculty
,Moderate difﬁculty
,Great difﬁculty
,Unable to do
C. Do you have any difﬁculty to squat or bend on the
knees?
,Without difﬁculty
,Small difﬁculty
,Moderate difﬁculty
,Great difﬁculty
,Unable to do
D. Do you have any difﬁculty to walk on uneven ground?
,Without difﬁculty
,Small difﬁculty
,Moderate difﬁculty
,Great difﬁculty
,Unable to do
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